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The  science-grounded  goals  for public  health  oncology—cancer  medicine  for populations—across  the
prevention,  early  detection,  diagnosis,  treatment  and palliative  care  spectrum,  are  well-described.  How
to  optimally  address  these  goals,  particularly  in  populations  where  cancer  morality  is high,  is poorly
deﬁned.
We  propose  creation  of a 160,000  population-targeting  “laboratory”  in a  rural  Bangladeshi  upazila
in  which  to develop,  introduce,  carefully  analyze  and  modify  based  on  data,  strategies  and  models  for
implementing  public  health  oncology  in practice.  Critical  activities  of  this  project  are:  (1) strengthening
the  local  primary  health  care  system  using  a community  and  allopathic  and  traditional  medicine  health
care  worker  relationship-building  and  social  mobilization  model.  (2)  Establishment  in  the  upazila  for  all
inhabitants  of  a longitudinal  database  of  (i) demographic  characteristics;  (ii)  health  status  and  major  risk
factors  for  disease;  (iii)  disease  episodes  and their treatment;  (iv)  a  cancer  registry;  (v) recording  of  deaths
and cancer-cause-speciﬁc  deaths;  and (vi)  numbers  and  types  of traditional  medicine  practitioners.  (3)
Complete  population  coverage  with  interventions  addressing  major  avoidable  risk  factors  for  cancer.  (4)
Development  of  affordable  cancer  diagnosis  and  treatment  facilities,  for  example  with  extensive  use  of
point-of-contact  ultrasound  for cancer  diagnosis  and  basic  staging;  and  innovative  business  models  to
allow  affordable  care.  (5)  Tele-home  hospice-regular  symptom  and  performance  status  reporting,  and
management  using  a cell  phone  application  for palliative  care  patients.
The goal  of  this  project  is to demonstrate  that  optimal  cancer  health  for local  circumstances  as  a human
right  can be achieved  sustainably  and  affordably.©  2015  The  Authors.  Published  by  Elsevier  Ltd. This  is an  open  access  article  under  the CC  BY-NC-ND
license  (http://creativecommons.org/licenses/by-nc-nd/4.0/).
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Greater attention is being given to non-communicable dis-
ases including cancer in low- and middle-income countries (LMIC)
∗ Corresponding author at: 2708 Columbia Road, Madison, WI  53705, USA.
el.: +1 16086987881.
E-mail addresses: richardibcrf@gmail.com (R.R. Love), rezasalim02@yahoo.com
R. Salim).
ttp://dx.doi.org/10.1016/j.jcpo.2015.05.003
213-5383/© 2015 The Authors. Published by Elsevier Ltd. This is an open access article 
/).[1,2]. The challenges are to develop country and community-
speciﬁc strategies to address the growing disease burdens. We
have suggested framing the situation for cancer in public health
terms—public health oncology—cancer medicine for populations-
and have proposed the kinds of activities that deserve exploration
based on current scientiﬁc evidence [3]. While in some circum-
stances in LMIC useful national policies can be envisioned, as an
example for tobacco abuse based on the WHO  framework conven-
tion on tobacco control, the history of such development activities
under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.
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Table 1
Estimated relative frequencies of nine most common major cancers in Bangladesh.
Lung cancer 17%
Uterine cervical cancer 11%
Breast cancer 11%
Lymphoma 8%
Larynx cancer 5%
Oral-pharyngeal cancer 4%
Stomach cancer 5%6 R.R. Love, R. Salim / Journal
uggests that they are all too often unsuccessful over time because
hey ignore or pay but lip service to individual human rights [4].
ndividual local, often disease-speciﬁc intervention/improvization
rojects are helping to move forward the knowledge base in imple-
entation science for better cancer control, but there is skepticism
hat the ﬁnancial resources and broad knowledge to effect mea-
urable changes in adverse outcomes for populations are available.
hile the degree to which cutting-edge cancer medicine, in par-
icular newer systemic therapies with their attendant extremely
igh costs, is contributing to this perception is uncertain, there is
 need to make clear that seeking better results for populations
hould not be ignored because of current inability to deliver “the
erfect”. Further it is becoming clear that access to care—universal
ealth coverage—very much a priority concern in LMIC, is not
nough and is not necessarily associated with measurable improve-
ents in patient outcomes [5]. Care needs to be of sufﬁciently high
uality with six key features: safe, effective, patient-centered, efﬁ-
ient, timely and equitable to achieve measurable patient outcome
mprovements [6]. Finally, there is a major need to address the
igniﬁcant prevalence of traditional and complementary (T&CM)
edical practice in many LMIC [7]. The WHO  has called for greater
fforts to describe the extent, types and details of traditional med-
cal practices in member states, followed by greater integration of
&CM into general health care delivery services [7].
In summary there are needs for strategies, models and interven-
ions addressing increase access to care and improvization using
idely proven approaches to move the state-of-the-art from con-
epts of public health oncology to the practice of public health
ncology. In this communication we propose one major LMIC effort
o address this challenge, and justify the components of our pro-
osal.
he Amader Gram Rampal Project: Setting and critical
escriptive data
We  propose creation of 160,000 population-targeting public
ealth oncology “laboratory” in rural Bangladesh—The Amader
ram Rampal Project. The target population of approximately
7,518 households is within a geographic sub-district of
angladesh, the Rampal upazila, in the southern part of the Khulna
ivision, which has 138 villages in 11 unions (Fig. 1). In a case-
nding study of 8 randomly-selected of these villages, half of the
verage 5-person households reported having less than $3 to spend
er day; 93% had less than $5 for the entire household [8]. The
ajority of inhabitants are engaged in agriculture or ﬁshing work.
here are no major employers. Unlike for many other countries in
he Asian region, there is limited rural–urban migration from this
egion.
The allopathic primary health system for this upazila consists
f a small, 50 bed health complex/hospital with 21 assigned physi-
ians with 4 positions only ﬁlled; regular X-ray capacity only (but
n 2013 one of two machines was non-functional and often there
as no radiology technician to use the equipment). In 2013 there
ere 25,184 outpatient visits and 3939 admissions to this facility
ith 85% bed occupancy. Of the admissions, 19% were for gastroin-
estinal infections, 12% for “drug” toxicities, 9% for appendicitis, 6%
or asthma, and 4% for hypertensive and associated renal condi-
ions. Among the 35 deaths, causes were distributed across acute
nfectious (approximately 1/3rd) and chronic causes [9]. Additional
pazila health care facilities and workers include: 1 union sub-
enter with 11,870 visits; 9 union health and family welfare centers
ith 50,363 visits; 23 community health clinics and 102,891 visits;
8 health assistants (HA) (male and female); 9 Family Welfare
isitors (FWVs) (all female), and 3 trained Traditional Birth Atten-
ants (TBAs). While 10 additional physician positions are approvedEsophagus cancer 4%
Liver cancer 3%
for these facilities other than the health complex, none of these
positions are ﬁlled. Thus the major challenges for the upazila is
understafﬁng, but additionally poor governance of these resources
is very evident.
There are demographic and health survey data for Bangladesh
and this upazila but these are essentially conﬁned to maternal and
child health issues; there are no mortality or cancer and detailed
adult health descriptive data other than the indicated data from the
health complex inpatient experience [9,10]. There are no upazila
data in Bangladesh regarding availability and types of traditional
medicine practitioners and services.
Best estimates of cancer incidence come from the adjacent
Kolkata (India) cancer registry, where data from 20 years ago
suggest age-adjusted incidence rates of about 100–114/100,000
[11]. From these data and more recent National Cancer Research
Institute and Hospital (NCRI&H) Cancer Registry reports from
Bangladesh itself, the top nine major malignancies and their rel-
ative frequencies can be estimated (Table 1) [12].
Based on the NCRI&H Cancer Registry data, and experience
with breast cancer in southern rural Bangladesh, it appears that
at present the majority of individuals who  develop cancer ﬁrst
seek allopathic medical assistance when the disease process
is very advanced and incurable, and thus cancer mortality is
likely to approximate cancer incidence [12,13]. Among smoking
Bangladeshi men, as a cause of death, cancer is responsible for the
highest attributable fraction—38% [14].
Major addressable risk factors for these malignancies in
this region include tobacco smoking (in an ICDDR,B study of
Bangladeshi men  45–64, only 15% were former smokers; 63% were
current smokers-14), indoor smoke (cooking) exposure, and betel
nut chewing; and hepatitis B (HBV), and human papilloma virus
(HPV) infection [3]. Because of lower rates of tobacco growing in the
Rampal area and lower per capita income, rates of tobacco smoking
in this area may  be lower than those in the ICDDR,B study.
Facilities for cancer care in southern Khulna division are very
limited. There are currently two  facilities that can provide limited
care for patients with cancer in the central and southern portion of
Khulna Division: Khulna Medical College and Hospital (KMCH); and
Sheikh Abu Naser Specialized Hospital (in development). Both are
government hospitals and are located in Khulna city, 25 miles from
our target upazila. Neither facility has radiation therapy capacity; in
fact there is no radiation therapy capacity in the entire Khulna divi-
sion (15 million population). It can be estimated that 70% of patients
with cancer in Bangladesh could beneﬁt from radiation therapy
treatments. In Khulna division very few patients ever get such ther-
apy, and for those who do get such treatment, this is only because
they have ﬁnancial resources to seek care in private facilities in
Dhaka (an 8–10 h journey distant) or abroad.
Newer information and diagnostic technology development
globally has not yet had impact on health activities in rural
Bangladesh. A web-based electronic medical record system (EMR)
has been piloted in an Amader Gram Breast Care Center but oth-
erwise generally records are in paper systems. Private hospital
EMR  systems are operationally most used for billing. Cell phone
R.R. Love, R. Salim / Journal of Cancer Policy 4 (2015) 15–20 17
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pplications and telemedicine systems in medicine are essentially
nknown in this region. Newer, less expensive technologies such as
ltrasound are in limited use and more compact, higher quality and
ess expensive point-of-care (POC) ultrasonography—performed
nd interpreted by the clinician at the bedside—has not yet come
o this region [15]. The WHO  estimates that two-thirds of general
maging needs in low and middle income countries can be met  with
se of plain radiography and ultrasound [16].
he Amader Gram Rampal Project: Proposed activities and
nterventions
We  propose to build a vision and activities for better com-
unity cancer health, focusing on access and improvization of
nown approaches, with community, domestic and global partners
n research. With the following ﬁve goals we propose to target the
ntire upazila population and identify speciﬁc metrics to monitor
ctivities and progress toward these:
Goal #1: Strengthening the local primary care system.
The central issue in population health is strengthening of the pri-
mary care system. We  need new models for doing this. We  need
to change this ecosystem and the past history of the difﬁculty
of achieving stronger primary care systems suggests that such
change should involve indirect methods. One interpretation is that
in a broad sense “we are being swallowed by history”—medicine
has become business-dominated and has been losing its primary
service identity and focus, and these historical factors have dic-
tated weaker primary health care systems.
We  cannot target cancer in isolation. Such “vertical” disease-
speciﬁc efforts have historically been associated with weakening
“horizontal” or broad health care systems and activities. Across the
breadth of cancer interventions and care, at a minimum adequate
underlying health and primary care systems are critical to mea-
surable impact. Thus the ﬁrst challenge of practicing public health
oncology for our target population is to contribute constructively
to strengthening the primary care system. The general assessmententer is indicated by the red dot. There are 11 Unions indicated by their names. The
 greatest north south dimension is about 10 km which is also the greatest distance
is that while resources for primary care of all kinds are limited
in the Rampal upazila (as documented above), a major underly-
ing issue in maximizing those resources of the component units
which are available and in operation concern governance—the
ways the resources and units are directed, controlled and func-
tion. In broader contexts, the issue has been deﬁned as one not
solely of access but of quality of care [6]. It is not so much big issue
as multiple micro-threat-created governing dysfunction. Complex
systems are, however, not incomprehensible, nor unmanageable.
Context is everything. Individual health care workers appear to not
be doing their jobs well because they are poorly equipped (intel-
lectually, educationally and operationally), poorly incentivized
and rewarded, and otherwise constrained in ways of which we
have limited understanding. These conditions then affect reten-
tion of otherwise qualiﬁed physicians and justify for workers poor
attendance, and are associated with poor performance and poor
quality of care. Grounded in this broad synthesis of the under-
lying issues and based on the insightful work in the Jamkhed
project in rural India, and the Kretzmann and McKnight commu-
nity development model, we propose four kinds of activities to
strengthen the primary care resources and services in Rampal,
creating a model health community through an adaptive man-
agement approach focusing on relationships, led by a Community
health advocate/organizer [17,18]:
(1) Based on the premise that ecosystem relationships matter
most, mobilize and bring together in regular meetings. (A)
The six component/unit health groups—Health complex staff,
Union Health Center staff, Community health clinic staff,
Health assistants, FWVs, and TBAs; (B) the Union councils
members of the upazila (who are concerned with social ser-
vices to their neighbors); and (C) the traditional medical
practitioners in the upazila, with discussion around health
care rights and their roles as leaders and defenders of these; and
features of high quality care: safe, effective, patient-centered,
efﬁcient, timely and equitable; all part of getting to better
understand how this local health care world operates and is.
Calling these meetings will have to be prefaced by enactment
1  of Can8 R.R. Love, R. Salim / Journal
of a strategy to encourage attendance. For example we  will
get ofﬁcial endorsements of the meetings. Amader Gram will
offer that its role will be to help the attendee groups by effect-
ing social mobilization around health. In these gatherings we
need to champion critical values: concern for others, equality,
empowerment of women, justice, transparency, accountabil-
ity, and honesty.
(2) Build relationships with the Health complex staff physicians and
Amader Gram and community leaders to increase job satis-
faction for these physicians and potentially increase ﬁlling of
vacant physician positions. These health complex individuals
seem often to be disengaged from their positions. Through
the activities of a community health organizer, we propose
to listen to their concerns, voice trust in their capabilities and
opinions, take their sides, identify what they want and say they
need, give them power (which will increase their curiosity and
innovation), and make them a part of the Amader Gram Can-
cer Care initiative. (e.g. by taking sponsored Training Institute
courses; or by becoming investigators in use of new ultrasound
technology). Overall we need to give them better “survival”
rights and make them champions of high quality care.
(3) Bridge supportive relationships between the media and the
upazila health workers to use the media to advocate maximally
for community health.
Speciﬁcally here we envision three activities: development
of an Amader Gram Health Newsletter; development of a com-
munity radio service; and development of other social media
messaging for community health.
(4) Bridge relationships between the allopathic and traditional
medicine upazila health workers and the Ministry of Health,
and other national/loco-regional health organizations—Diabetes,
Khulna Eye Hospital, National Heart Foundation, National Immu-
nization Programme of Bangladesh, ICDDR,B—directed toward
building a high quality primary care model in this upazila.
We  will explore different mechanisms for addressing this
goal: one will be to host a health care forum/fair in Rampal to
bring these organizations to this upazila.
The evaluation system for addressing this goal will include
pre-identifying outcomes from various activities—process
measures—as well out primary care patient outcome measures
[6].
Goal #2: Establish a comprehensive descriptive and longitudi-
nal upazila databases of
(A) (i) The demographics; (ii) health status and major risk factors
for disease; (iii) disease episodes and their treatment; (iv) cancer
diagnoses; and (v) deaths and cancer-cause-speciﬁc deaths; and
(B) The numbers and types of traditional medicine practitioners and
their interventions.
In the Jamkhed project the authors emphasize that “the com-
munity is the patient” [17]. As noted above, in Bangladesh there
are not basic or longitudinal data about the health of adults and
causes of death, so there are not comprehensive data on “the
patient”. The Bangladeshi contributions to the Global Burden of
Disease (GBD) 2010 study are unclear [19]. In Bangladesh would
expect ischemic heart disease (IHD), lower respiratory tract infec-
tions, stroke, cancers, diarrhea, malaria, road trafﬁc injury, TB,
diabetes, iron deﬁciency anemia, self-harm, un-corrected visual
acuity, and meningitis to be the top causes of disability and death
[10]. Monitorable risk factors would be expected to be hyper-
tension, household air pollution from solid fuels, high fasting
plasma glucose level, iron deﬁciency, high cholesterol, occupa-
tional injuries, and violence. The majority of deaths occur in the
home with very limited data on cause. As the preliminary results
of the Indian Million death study (MDS) have shown, obtain-
ing population-based “verbal autopsy” data is possible and the
data provide in some areas a signiﬁcantly different picture ofcer Policy 4 (2015) 15–20
the impact of various illnesses [20,21]. The MDS has focused on
maternal and child health, alcohol, cancer, cardiovascular disease,
injuries, malaria and suicide. The ﬁrst of these is well covered
in Bangladesh in the Bangladesh Demographic and health sur-
vey [10]. Alcohol is perceived to be much less abused and less a
source of illness in dominantly Moslem Bangladesh, although data
on deaths from cirrhosis may  suggest that alcohol consumption is
underreported [14]. In Bangladesh, ICDDR,B has also developed
and used a verbal autopsy protocol in monitoring a population
of 250,000 [22]. These data show about one death per day [14].
Most verbal autopsy data are from urban populations and there are
validation issues under investigation [23]. These concerns aside,
the Indian experience shows that revealing and important infor-
mation can come from use of such tools to evaluate causes of
death [20].
There has been a census in Bangladesh, the most recent con-
ducted in 2010. In the Rampal area there is concern about the
completeness of the exercise and generally there are methodologic
issues, which suggest that for our target upazila we should start
from the beginning and conduct our own  census mapping exer-
cise. This is not a huge undertaking for a single upazila and the
new data should provide an evaluation and potentially validation
of the 2010 census data for the same area.
Broadly in developing new cancer activities and facilities,
community support strongly governs long term success. The com-
munity must believe that its problems, needs and wants are
addressed by these new activities if the efforts are to develop well,
grow and prosper. The business of health care should be health as
deﬁne by the consumers. Further the community must be involved
in the development, monitoring and evaluation of these activities
if there is to be essential trust between these two  groups.
The logical consequences of these premises are two:
That a priori the community’ problems, needs and wants as the
community sees these, must be well understood; and
(1) Processes must be deﬁned and put in place to insure that the
community is involved deeply in the development, monitoring
and evaluation of the institution.
(2) To address these issues which are important in how Amader
Gram goes about the entire Rampal project, in the process of
acquiring the ﬁrst demographic and community health data
we will seek opinions of the inhabitants on the breadth of their
challenges.
Speciﬁc objectives addressing this area goal then, using cell
phone and PDA platforms are:
(i) Map  all households in all 138 villages of the upazila (we have
piloted a strategy for this exercise in 8 villages—8).
(ii) Survey all households and establish descriptive data for all
adult inhabitants of demographic denominators, health status
and major disease risk factors, recent disease episodes and
their treatment-metrics of quality of primary health care, vital
status—active major health issues, and selected physical and
biological measurements (e.g. height, weight, blood pressure,
anthropometric measurements).
(iii) Employ a cancer coordinator/navigator who will network
with upazila leaders and residents offering assistance in can-
cer care referrals, and establish a new cancer diagnosis registry
(anticipating about one new cancer diagnosis every 3 days).
(iv) Implement a system for learning about deaths and then con-
duct verbal autopsies using the ICDDR,B-validated instrument
anticipating approximately one death per day [22].
Further to address the complete lack of local data about tra-
ditional medicine practitioners and interventions, and following
from the WHO  mandate, we will survey all upazila villages for
types and numbers of traditional medical practitioners and their
interventions—of homeopathic, Ayurvedic, herbal and traditional
kinds [7].
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Goal #3: Create speciﬁc upazila population-covering strategies
for reducing important risk factors for cancer.
“We  need to move our focus from ambulance service at the
bottom of the cliff to putting a fence across the top of the cliff
“[17].
As suggested tobacco smoking and chewing, HBV, HPV, indoor
smoke exposure, betel-nut chewing are all appropriate targets
needing local interventional science approaches. Here the chal-
lenges are very much to coordinate and integrate with other
national and international programs in creating speciﬁc activi-
ties for our upazila, but local initiatives in tobacco, for example
may  be feasible. For examples: (1) A truth campaign with anti-
tobacco messages, particularly targeting young people (“Tobacco
kills half of regular consumers”; “Tobacco smoking is toxic and
addictive”). (2) Make upazila tobacco free buildings. Addressing
the economic challenges of creating potentially scalable cost-
effective approaches to these risk factors have to be part of the
work in pursuing this goal.
Goal #4 Develop information technology infrastructure, cost
effective guidelines and affordable pathways and facilities for
diagnosis and management of common cancers.
“The future is here; it is just not widely enough distributed”
[24].
Broadly what is needed is a basic “mashup” of new technol-
ogy, and new business models to increase access and practice
clinical diagnostic and therapeutic oncology in our economically
challenged setting. One critical component of what we envision
is having patient educators/navigators who can be “close” to peo-
ple, and trusted by local inhabitants to follow through on new
diagnostic and therapeutic pathways. Efﬁcient, clinician-wise, low
cost-technology-enabled diagnosis and staging (using P-O-C ultra-
sound e.g.; [15]) is possible. The revolution in point-of- care testing
can drive innovation [25]. Sustainable business models for can-
cer diagnosis and treatment packages which provide affordable
care are possible. Poor people need high quality services that
are designed and priced for their needs. With the fee-for-service
being the major driver of higher health care costs, a salaried
physician employment model, and bundled payments will be key.
General application of better organized and operationalized infor-
mation architecture—Electronic Medical Record (EMR) systems
offer a strategy for cost-efﬁcient care. For example the introduc-
tion into the health care center (as well as all Amader Gram care
facilities) of an EMR starting with patient problem lists (chronic
problems/diagnoses; vaccination status; risk factors; new active
problems) and electronic visit records would prompt a lot of dis-
cussion and change.
Crisp [26] has suggested that critical premises for an ideal
(cancer) health model include, focusing on public health with
community and outpatient-centered services, and deriving locally
deﬁned solutions, with reliance on local skills. Complementing
these premises, Christensen’s penetrating analysis of the failure
of high-income country business models in health has provided
three perspectives for a different “disruptive” roadmap for inno-
vation in cancer health: needs for technological enabling, business
model innovation and value networks [27]. International expert
mentorship and assistance in developing this new cancer health
model will be critical to success [28].
Speciﬁc ﬁrst objectives then addressing this goal are
(i) Take the current Amader Gram web-based electronic medi-
cal record and develop it further to be a more general adult
medical record tool. The web basis of this tool facilitates inter-
operability which is a major goal of the international efforts in
electronic-communication medicine.cer Policy 4 (2015) 15–20 19
(ii) Develop a training program for “patient navigators” under the
premise that trust will be necessary to getting people to follow
cost-effective guidelines. This is a planned part of the Training
Institute portfolio of courses and training of the Amader Gram
Cancer Care and Research Center campus.
(iii) Develop referral relationships for care of speciﬁc common
problems, particularly for cancer in lieu of immediate avail-
ability of local services (following from Goal #2, iv).
(iv) Pilot use of P-O-C ultrasound for evaluation of breast, head
and neck, liver, abdomen, lymphoma, and pelvic diagnosis and
preliminary staging of malignancies [29]. In our setting where
patients often present with advanced disease, with apparent
organ speciﬁc presentations, can usefulness of P-O-C US be
demonstrated? Can a basic trained GP produce and interpret
P-O-C US studies so as to provide beneﬁts of cost for diagnosis
and more successful management?
(v) Begin the process of development of guidelines for use of
radiation therapy in treatment of cancer, anticipating the avail-
ability of an Amader Gram radiation therapy facility in Rampal
by late 2015 (on the Amader Gram Cancer Care and Research
campus).
Goal #5: Develop a home palliative care—Tele-home hospice
system-for provision of best possible palliative care for termi-
nally ill patients.
Amader Gram has developed a palliative care patient symp-
tom questionnaire placed on an Android cell phone platform,
answerable by patients with limited education and also illiter-
ate individuals—the Amader Gram Symptom Survey (AGSS) [30].
On a much larger scale Cancer Care Ontario has developed a
similar system using kiosks, and tablets in hospitals, clinics and
homes, targeting its population of 13.5 million and demonstrated
feasibility, and favorable impact as assessed by patient reports,
family reports, and doctors [31,32]. A major component of the
Ontario system is symptom management guidelines [33]. Amader
Gram has already created the hardware and software for a larger
activity—that is we  have a server program to receive and organize
patient submitted cell phone symptom reports.
Speciﬁc objectives addressing this goal are to:
(i) Develop an upazila-covering cell phone-based tele-home hos-
pice system including a symptom survey (The AGSS) and
functional status tool, with reporting to an EMR.
(ii) Develop a symptom management set of guidelines.
(iii) Implement this system in providing home palliative care to
patients with cancer in the Rampal upazila, along with cre-
ation of an economic business model to sustain this service.
As noted above we can anticipate that there is approximately
one cancer death every three days in the upazila.
Summary
In connection with the development of an Amader Gram Can-
cer Care and Research Center campus of diagnostic and treatment
facilities, we have outlined here ﬁve goals of an initiative to
model public health oncology in practice in our surrounding cam-
pus upazila. Addressing these goals will help to focus the entire
purpose of the facilities in development and provide opportu-
nity for rigorous supplemental evaluation of the center’s impact.
The activities addressing the goals themselves will allow creation
of greater policy and scientiﬁc bases for public health oncology
practice.Conﬂicts of interest
None.
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